Bile leaks are an important cause of morbidity after living donor liver transplantation (LDLT). This complication occurs in the early postoperative period and has an incidence of 15-40% \[[@ref1]\]. These images (Figs. [1](#F1){ref-type="fig"} and [2](#F2){ref-type="fig"}) are from a 57-yearold female who presented with symptoms of gastric outlet obstruction and was found to have a massive biloma. She had undergone a LDLT for hepatitis C cirrhosis one month prior to presentation. The liver transplantation was performed with a biliary duct-to-duct anastomosis with unremarkable immediate perioperative course. Two weeks after transplantation, she began to complain of abdominal fullness, nausea and vomiting.

On admission, a CT abdomen revealed a large fluid collection in the lesser sac, resulting in almost complete gastric compression ([Fig. 1](#F1){ref-type="fig"}). CT-guided aspiration and placement of a 10-French locking loop pigtail catheter drained 1 L of bilious fluid. Cholangiography confirmed a native distal bile duct with narrowing at the anastomosis. A localized, free-flowing, high-grade bile leak was observed above the anastomosis ([Fig. 2](#F2){ref-type="fig"}). This was accessed with a guidewire, dilated with a 4-mm balloon and stented with a 7-French plastic stent. The percutaneous drainage output subsequently decreased with improvement in abdominal fullness and nausea, prompting discontinuation of the percutaneous drain. The plastic biliary stent was removed after 8 weeks. There was no recurrence of the biloma.
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The treatment of biloma may require either endoscopic management or percutaneous intervention. Surgical drainage and bile duct repair may be warranted in cases of persistent biloma after endoscopic intervention \[[@ref2]\].
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